1. Introduction {#sec0005}
===============

A rhinolith is a calcified mass formed as a result of solidification of mucous foreign objects and gradual accretion of mineral salts, namely calcium and magnesium [@bib0005; @bib0010]. Rhinoliths are uncommon clinical entities due to the asymptomatic long-standing nature of these lesions. Toothache is not known to be the typical presenting symptom of a rhinolith, and to our knowledge, has yet to be reported.

2. Case report {#sec0010}
==============

A 42-year old Bengali female referred by her general dental practitioner with a four month history of constant pain of the unrestored upper right central incisor. She denied any trauma, and felt the tooth appeared to be 'slanting'. Incidentally, she gave a one year history of right-sided sinonasal congestion and intermittent blood stained rhinorrhea (discharge from the nasal mucous membrane). She was not aware of foreign body or other sinonasal concerns other than hyosmia (diminished sense of smell)/cacosmia (imagining of unpleasant odours).

Medically, she was fit and well with no known allergies. On clinical examination of the upper right central incisor, the tooth appeared to be unrestored, non-mobile, with evidence of buccal sulcus tenderness.

A plain dental panoramic tomograph (DPT) revealed a radio-opaque lesion that appeared to be both in the right nasal cavity and right maxillary sinus, [Fig. 1](#fig0005){ref-type="fig"}.

A subsequent computed tomography (CT) scan then confirmed a densely calcified mass within the right nasal cavity with mucosal thickening, closely related to the turbinate, demonstrating expansion of the lateral nasal wall, [Fig. 2](#fig0010){ref-type="fig"}.

Appropriate referral was made to our ENT colleague who carried out examination under general anaesthetic (EAU) and surgical removal of the rhinolith, [Fig. 3](#fig0015){ref-type="fig"}.

The patient experienced immediate improvement, and has remained asymptomatic twelve month post-operatively.

3. Discussion {#sec0015}
=============

Rhinolithiasis, first descirbed by Bartholin in 1654 and originate from the Greek '*rhino*' (meaning nose) and '*lithos*' (meaning stone) [@bib0015].

A rhinolith is a calcified mass formed within the nasal cavity due to the solidifications of mucus, debris, or foreign objects by gradual accretion of mineral salts. They are uncommon and rarely encountered in clinical practice [@bib0020]. This is due to the asymptomatic nature which often remains unnoticed and undetected for many years, until eventual presentation in later years [@bib0005; @bib0010; @bib0025]. The longest asymptomatic rhinolith cited in the literature is one which has been present for 80 years [@bib0030]. Nasal foreign bodies are more frequently seen in children and appear to be more common in women [@bib0035].

On presentation, the typical symptoms are unilateral nasal obstruction, foul smelling purulent nasal discharge and epistaxis, crusting, swelling of nose or face, anosmia, epiphora and headache [@bib0020]. They may also present as incidental radio-opaque lesions in the nasal maxillary antrum on routine DPT radiograph [@bib0040; @bib0045].

The pathogenesis of rhinolith remains unclear and they can be exogenous, or endogenous, depending on the nucleus it has encrusted. Exogenous rhinolith occurs around a foreign subject such as a stone, cotton, or bead, and endogenous rhinolith occurs around body tissues, such as a tooth [@bib0050]. Symptomatic lesions will require surgical removal.

4. Conclusion {#sec0020}
=============

This report discusses a differential diagnosis of atypical odontogenic pain in the absence of obvious clinical dental pathology, alerting clinicians to consider rhinolith as a possible cause, and hence appropriate referral for the management of such rare cases.
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